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Objective: The purpose of this study was to compare treatment outcomes following a group family-based
cognitive behavioural therapy for children with different anxiety disorders (social anxiety disorder,
separation anxiety disorder, generalised anxiety disorder, speciﬁc phobia and obsessive compulsive
disorder).
Method: This study utilised a clinical sample of 842 children and adolescents (aged between 6 and 18
years) and assessed outcome using diagnostic interview, parent-report and child-report.
Results: Based on diagnostic data and parent-reported symptoms, results revealed that children with a
diagnosis of social anxiety disorder experienced a slower rate of change and poorer diagnostic outcomes
at post treatment and follow-up than children with other anxiety disorders. Children with GAD showed
better response to this broad-based intervention and children with OCD showed better response on one
measure.
Conclusions: This study provides evidence for differential response to broad-based CBT for children,
based on type of anxiety diagnoses.
© 2015 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).Cognitive behavioural therapy (CBT) for children with anxiety
disorders is efﬁcacious in reducing the presence of anxiety disor-
ders and symptoms (Rapee, Schniering, & Hudson, 2009). Results
from systematic reviews demonstrate recovery rates of approxi-
mately 60% (Cartwright-Hatton, Roberts, Chitsabesan, Fothergill, &
Harrington, 2004; James, Soler, & Weatherall, 2005). Typically,
clinical trials have utilised heterogeneous groups of anxious chil-
dren with primary diagnoses of Generalised Anxiety Disorder
(GAD), Separation Anxiety Disorder (SAD), and Social Anxiety Dis-
order (SoAD; e.g., Barrett, Dadds, & Rapee, 1996; Hudson et al.,
2009; Kendall, Hudson, Gosch, Flannery-Schroeder, & Suveg,
2008). This is largely due to the high rates of comorbidity between
anxiety disorders in childhood. Although separate anxiety disor-
ders can be differentiated in childhood, it is generally agreed that
there is an underlying construct of anxiety that can be treated
within a broad-based protocol. Thus, many treatment studies in the
ﬁeld provide information about the efﬁcacy of CBT for anxiety
disorders in general rather than speciﬁc disorders. The differentialdson).
Ltd. This is an open access article urecovery rates of anxious children with speciﬁc disorders receiving
standard CBT protocols are less clear (Scharfstein & Beidel, 2011).
An increasing number of randomised controlled trials have
emerged that target speciﬁc anxiety conditions and provide infor-
mation about the response of speciﬁc anxiety disorders to these
targeted CBT protocols (Barrett, Healy-Farrell, & March, 2004;
Beidel, Turner, & Morris, 2000; Ollendick et al., 2015; Spence,
Donovan, & Brechman-Toussaint, 2000). For example, Spence et al.
(2000) randomised 7e14 year old children with SoAD (n ¼ 50) to
either a waitlist condition or cognitive behavioural treatment (with
or without parental involvement). Both CBT conditions demon-
strated signiﬁcant improvements over time compared to the
waitlist condition. Similarly, a number of other disorder-speciﬁc
studies have shown signiﬁcant reductions in anxiety symptoms
following targeted CBT in children with Obsessive Compulsive
Disorder (OCD; e.g., Barrett et al., 2004; Bolton & Perrin, 2008),
SoAD (e.g., Beidel, et al., 2000), Speciﬁc Phobia (Ollendick et al.,
2009) and Post-Traumatic Stress Disorder (PTSD; e.g., Smith et al.,
2007). Together these studies demonstrate that treatments tar-
geting speciﬁc disorders are efﬁcacious in reducing anxiety symp-
toms, yet they provide limited knowledge about the comparative
efﬁcacy of children presenting with different anxiety disorders.nder the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1 Note there were no enhanced beneﬁts for children whose parents received
additional parent management (Hudson, Newall, et al., 2014).
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poorly to psychological treatment than children with other anxiety
disorders?
Findings within the adult literature provide information about
likely differential response to CBT for speciﬁc childhood anxiety
disorders. Adult treatment research in the anxiety disorders is
predominantly disorder speciﬁc; treatments are targeted to speciﬁc
anxiety disorders. In a meta-analysis comparing effect sizes across
adult studies, CBT was efﬁcacious for all of the anxiety disorders,
yet individuals with SoAD had poorer outcomes than individuals
with GAD and Panic Disorder (PD) (Norton & Price, 2007). In a
similar meta-analysis, the effect sizes for OCD and Acute Stress
Disorder were the largest, while the lowest effect sizes were for PD
(Hofmann & Smits, 2008). In this study, the effect sizes for GAD,
PTSD, SoAD and PDwere signiﬁcantly lower than the effect sizes for
Acute Stress Disorder. These results suggest differential response to
CBT for adults with anxiety disorders.
Within the child literature the disorder heterogeneity typical of
clinical trials provides a unique opportunity to study the compar-
ative efﬁcacy of standard CBT protocols across anxiety disorders.
Historically, such analyses have not been feasible because of the
small sample sizes typically utilised in clinical trials of child anxiety.
In one study however, Crawley, Beidas, Benjamin, Martin, and
Kendall (2008) examined outcomes for children with and without
a primary diagnosis of SoAD in a sample of 166 children aged from 7
to 17 years. In this study, childrenwith primary SoAD (n¼ 48) were
less likely to be free of their anxiety diagnosis at post treatment
compared to children with GAD or SAD. When children with co-
morbid mood disorders were removed from the analysis (approx-
imately 6 children), the difference between children with and
without SoAD was no longer signiﬁcant, suggesting that the pres-
ence of mood disorders may have accounted for the differences in
CBT response between children with and without SoAD. Never-
theless, this study provides some evidence that children with GAD
and SAD have better outcomes following CBT than children with
SoAD.
Manassis et al. (2002) also found that mothers of children with
GAD reported greater reduction in anxiety symptoms over time
compared tomothers of childrenwith phobic disorders (SAD, SoAD,
Speciﬁc Phobia [SPEC] and PD). While this ﬁnding demonstrates
that a diagnosis of GAD may lead to better outcomes following CBT
compared to other anxiety disorders, the effect was not consistent
across measures; a difference was shown on maternal reports but
not child or clinician measures of outcome. In a multi-site study of
CBT and medication, the odds of remission for children with GAD
and SAD were 2.5 times greater than children with SoAD imme-
diately after treatment (Compton et al., 2014; Ginsburg et al., 2011).
This study provides the clearest evidence to date regarding differ-
ential impact of treatment on different child anxiety disorders and
point to the poorer responsiveness of children with a diagnosis of
SoAD. However, comorbid depression was not included as a co-
variate in these analyses and children in this study received one of
four treatments, only two of which included CBT, limiting the
conclusions about the degree to which childrenwith SoAD respond
speciﬁcally to CBT. Also, the absence of a follow-up period beyond
immediate post-treatment assessment prevented conclusions
about whether children with social anxiety may simply require
more time to develop the skills and may “catch up” in the longer
term. Thus, the impact of different primary anxiety diagnoses on
cognitive behavioural treatment outcomes in children has yet to be
comprehensively evaluated.
In summary, there is preliminary evidence that children with
SoAD may be less responsive to CBT than children with other
anxiety disorders, although this difference may be accounted for by
comorbidity with depression. On the other hand, children withGAD may respond better to CBT than children with other anxiety
disorders. Importantly, there has been limited focus on disorders
other than GAD, SAD and SoAD. In particular, the comparative ef-
ﬁcacy of broad-based CB treatments for OCD in children is un-
known. Very few treatment studies for anxiety disorders include
children with primary OCD due to some considerations that OCD
may be underscored by different processes than the anxiety dis-
orders, and hence requires OCD speciﬁc treatment. This view has
recently been formalised by changes to the current version of the
DSM (APA, 2013). The current study combines data from several
clinical trials resulting in a large sample of children and adolescents
(aged 6e18 years) with primary anxiety disorders (and including
OCD). We compared treatment outcomes for children with SoAD,
GAD, SPEC, SAD, and OCD. These diagnoses were examined as a
primary diagnosis. Small numbers did not allow examination of
PTSD or PD. Treatment outcome was examined using a multi-
method and multi-informant approach. It was hypothesised that
children with a primary diagnosis of SoAD would do worse than
children with other primary anxiety diagnoses. It was tentatively
hypothesised that children with a primary diagnosis of GAD would
do better than children with other primary anxiety disorders. Both
remission rates and symptom change were examined at post and
follow-up treatment.
1. Method
1.1. Participants
Participants in the study were 842 children and adolescents
(aged between 6 and 18 years) who met criteria for a primary
diagnosis of an anxiety disorder (according to DSM-IV; APA, 1994)
and received a manual based treatment program at the Macquarie
University's Centre for Emotional Health between 2000 and 2011.
Diagnoses were assigned based on a structured diagnostic inter-
view (described below). Table 1 presents demographic character-
istics and frequency of disorders in the sample. Approximately 65%
of participants were included in randomised clinical trials con-
ducted at the Centre (Hudson et al., 2009) n¼ 82; (Rapee, Abbott,&
Lyneham, 2006) n ¼ 58; (Hudson, Newall, et al., 2014) n ¼ 198;
current unpublished randomised clinical trials, n ¼ 213). Exclusion
criteria for treatment trials included psychoses, severe suicidal
ideation, severe oppositional deﬁant disorder across more than one
setting, intellectual disability and concurrent psychological treat-
ment. Children with comorbid mood and externalising disorders
were included. Thirty ﬁve per cent (291/842 of participants in this
study were not part of a randomised clinical trial. All participants
received 9e12 sessions of CBT group based family treatment. In
addition, 54 received an integrated depression management pro-
gram; 99 parents received 5 additional parent anxietymanagement
sessions.1
1.2. Measures
1.2.1. Structured interview
All children and parents were interviewed using the Anxiety
Disorders Interview Schedule for DSM-IV, Parent and Child Versions
(ADIS-IV-C/P; Silverman & Albano, 1996). Diagnoses and clinician
severity ratings (CSRs; on a scale of 0e8) were assigned by graduate
students in clinical psychology or qualiﬁed clinical psychologists
based on composite parent and child report. A severity rating of 4 or
above was indicative of clinically impairing symptoms. Using
Table 1
Demographic data and diagnoses.
Demographic N ¼ 842
Gender % Female 47.7
Age in years M ¼ 10.21 SD ¼ 2.57
Parents' marital status % Married 86.2
Ethnicitya
% Australian/Oceanic 63.3
% Asian 4.8
% European 12.0
% Other 4.6
Family type % Two parent 83.8
Primary diagnoses (%)
GAD 425 (50.5)
SoAD 179 (21.3)
SAD 116 (13.8)
OCD 49 (5.8)
SPEC 57 (6.8)
PTSD 3 (.4)
PD 11 (1.3)
ADNOS 2 (.2)
Comorbid diagnoses (%)
None 75 (8.9)
Anxiety 735 (87.3)
Externalizing disorders 159 (18.9)
Mood disorders 140 (16.6)
Sleep comorbidity 60 (7.1)
Otherb 22 (2.6)
Note. GAD¼ Generalised Anxiety Disorder. SAD¼ Social Anxiety Disorder. SAD¼ Separation Anxiety Disorder. OCD ¼ Obsessive Compulsive Disorder. SPEC¼ Speciﬁc Phobia.
PTSD ¼ Post-Traumatic Stress Disorder. ADNOS ¼ Anxiety Disorder Not Otherwise Speciﬁed.
a Parents are asked to record their ethnicity in an open e ended question. The majority of our clients identify as ‘Australian’. A smaller proportion of families identiﬁed with
North-West, Southern or Eastern European (e.g., Italian, Croatian-Australian) or South-East, North-East, Southern or Central Asian (Thai, Chinese-Australian) or Other
(American, Middle Eastern, African) heritage. Missing data on ethnicity (15.3%).
b Other disorders include Selective Mutism, Enuresis.
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demonstrated excellent inter-rater reliability across diagnostic
subtypes (e.g., Lyneham, Abbott, & Rapee, 2007).1.2.2. Anxiety symptoms
The Spence Children's Anxiety Scale (SCAS; Spence, 1998) was
used to assess child and mother-reported anxiety symptoms. This
measure contains 38 items that load on a single factor (range from
0 to 114). Internal consistency and retest reliability are good (Nauta
et al., 2004; Spence, 1998). The measure distinguishes anxious and
nonclinical children (Nauta et al., 2004) and has adequate conver-
gent and discriminant validity (Spence, 1998).1.2.3. Group CBT
The Cool Kids program (Lyneham, Abbott, Wignall, & Rapee,
2003; Rapee, Lyneham, et al., 2006) as reported in previous trials
(Hudson et al., 2009; Rapee, Abbott, et al., 2006) is a manualised
program designed for the management of broad-based childhood
anxiety disorders and includes affect recognition, cognitive
restructuring, child management, social skills training, assertive-
ness, and gradual exposure. Exposure tasks are therapist-designed
in collaboration with the family to be speciﬁc to the child's needs.
With the exception of one therapist assisted group session of in-
vivo exposure, children complete gradual exposure under the di-
rection of their parents for homework. The therapist monitors be-
tween session practice at the beginning of each session. During
randomised clinical trials, adherence to treatment protocol was
assessed via audio recordings: treatment integrity was maintained.
Each group contained between 4 and 8 children with a range of
different anxiety disorders. Both parents were encouraged to
attend each session but when this was not possible, we encouraged
the primary caregiver to be present.1.3. Procedures
Following a brief telephone screen, parents signed consent
forms at the assessment and children under 14 years of age pro-
vided verbal assent (children 14 and above also provided signed
consent). Children who met criteria for inclusion and agreed to
participate were allocated to a group based on the child's age.
Families completed post-treatment and follow-up assessments
(ADIS-IV-C/P and symptom measures) and were encouraged to
wait until after the follow-up assessment before seeking additional
treatment. Across trials, the timing of follow-up assessments
differed. Children received post treatment assessments typically
one week after completing therapy and follow-up periods ranged
from three to 12 months following treatment across the treatment
trials. For families receiving more than one follow-up assessment,
the most recent follow-up point was used in the analyses. For those
children involved in randomised clinical trials, diagnosticians
masked to condition conducted the interviews. During periods
when no trial was running, only one treatment (standard Cool Kids
group treatment program) was offered and hence no masking was
possible. All diagnoses present at pre treatment were assigned a
CSR at post and follow-up (0e8). Post and follow-up diagnoses with
a CSR less than 4 were considered remitted.2. Results
2.1. Analyses and missing data
A total of 664 participants (78.9%) completed treatment (i.e.,
completed 8 or more sessions). The degree of missing data is as
follows: ADIS (pre ¼ 0%; post ¼ 12.7%; follow-up ¼ 30.3%); SCAS-
Mother report (pre ¼ 2.1%; post ¼ 25.7%; follow-up ¼ 41.7%);
SCAS-Child report (pre ¼ 4.8%; post ¼ 26.1%; follow-up ¼ 44.1%).
Table 2
Differences in demographics and comorbidity between Primary diagnosis groups.
SoAD (n ¼ 179) GAD (n ¼ 426) SAD (n ¼ 117) SPEC (n ¼ 57) OCD (n ¼ 49)
Age 10.8 (2.77) 10.04 (2.49) 9.71 (2.16) 9.35 (2.38) 10.9 (2.40)
Gender (% female) 46.4 46.9 54.7 50.9 38.8
Ethnicity (% Australian) 75.2 73.9 75.9 74.5 74.4
Family structure (% two parent) 83.2 86.1 81.6 87.7 85.4
Presence of comorbid anxiety (% present) 84.9 88.3 88.0 87.7 85.7
Presence of comorbid behaviour disorder (% present) 19.0 21.4 13.7 10.5 16.3
Presence of comorbid mood disorder (% present) 26.3 16.2 6.8 5.3 14.3
Note: SoAD¼ Social Anxiety Disorder, GAD¼Generalised Anxiety Disorder, SAD¼ Separation Anxiety Disorder, SPEC¼ Speciﬁc Phobia, OCD¼Obsessive Compulsive Disorder.
Fig. 1. Proportion of children no longer meeting criteria for the primary anxiety
diagnosis at post and follow-up in the intent to treat sample across different primary
anxiety diagnoses.
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method. We examined whether there were any differences in the
likelihood of missing data at post and follow-up across the primary
diagnoses. There was no signiﬁcant difference in the presence of
missing data across the different primary diagnoses at follow-up
(p > .05), yet signiﬁcant differences were evident at the post-
assessment, c2 (4, N ¼ 826) ¼ 11.16, p ¼ .025. Although the over-
all chi-squared was signiﬁcant, none of the standardised residuals
for the primary diagnoses were above 1.96. The degree of missing
data for each primary diagnosis were as follows: SoAD 15.1%; GAD
8.9%; SAD 14.7%; SPEC 3.5%; OCD 6.1%.2
Hypotheses were tested separately using diagnostic and symp-
tomoutcome data. Diagnostic outcome datawas examined through
chi-squared analyses and symptom data was examined using
mixed model procedures. Pre-treatment disorders were examined
as a primary diagnosis (SoAD, GAD, SAD, SPEC, OCD). Remissionwas
examined as the absence of the primary diagnosis as well as
absence of all anxiety diagnoses at post-treatment and follow-up.
Mixed models, containing random factors for subject and ﬁxed
effects for diagnostic status (5 levels) and time (including two-way
interactions), were ﬁtted to measures of clinician-rated diagnostic
severity (primary), child-, and mother-reported anxiety symptoms.
Analyses were also conducted controlling for variables that differed
across diagnostic groups at pre-treatment. When differences
emerged these are noted in the corresponding table.2.2. Preliminary analyses
As this sample included participants from a number of different
studies, mixed model analysis (with age and pre-test scores as
covariates) was conducted to determine whether ‘study’ was a
signiﬁcant source of variation on the main outcome variables
(Brown & Prescott, 2006). It was important to determine whether
treatment effects differed from one study to another. These ana-
lyses indicated that study was not a signiﬁcant source of variance in
treatment outcome and could be disregarded.
Table 2 shows differences between children with different pri-
mary anxiety diagnoses on age, gender, presence of comorbid dis-
orders. The groups showed a signiﬁcant difference by age, F (4,
823) ¼ 6.77, p < .001, with SoAD being older than GAD, SAD and
SPEC. Also there was a signiﬁcant difference across groups in the
presence of comorbid mood disorder c2 (4, N ¼ 828) ¼ 26.07,
p < .001. Children with SoAD were more likely to have a comorbid
mood disorder and childrenwith SAD and SPEC less likely to have a
comorbid mood disorder. No signiﬁcant differences between pri-
mary anxiety diagnoses were observed on gender, ethnicity, family2 We conducted sensitivity analyses comparing outcomes across primary di-
agnoses for only children who provided data at the post period to ensure that the
ﬁndings were not a result of using the last data point carried forward. The same
pattern of signiﬁcance was observed using the LDCF method and excluding the
cases with missing data.structure, presence of comorbid anxiety or externalising disorders
(p > .05).
2.3. Remission of primary diagnoses
Remission rates were compared for children across different
anxiety diagnoses (see Fig. 1). There were signiﬁcant differences in
remission of primary diagnosis at post based on the type of primary
anxiety disorder, c2 (4, N ¼ 828) ¼ 50.74, p < .001, and at follow-up
c2 (4, N ¼ 828) ¼ 39.42, p < .001. At post treatment, the stand-
ardised residuals were signiﬁcant for children with SoAD
(Remission: 4.4; No remission: 3.9) and GAD (Remission: 2.6; No
remission: 2.4) indicating that SoAD leads to poorer remission
rates and GAD leads to better rates of remission. At follow-up, the
standardised residuals were signiﬁcant for children with SoAD
(Remission: 3.9; No remission: 4.0) indicating that SoAD leads to
poorer remission rates.
As age and presence of comorbid mood disorders differed across
the diagnostic groups, a logistic regression was conducted to
determine whether primary anxiety diagnosis contributed to
remission rates after accounting for age and comorbid mood. Pri-
mary diagnosis remained a signiﬁcant predictor of remission of
primary anxiety disorder after controlling for age and comorbid
mood disorders, at post, B ¼ .20, SE ¼ .07, p < .01, and at follow-up,
B ¼ .22, SE ¼ .07, p < .01.3
2.4. Remission of all anxiety diagnoses
There were signiﬁcant differences in remission of all anxiety3 Given the emergence of differential response for children with SoAD, outcomes
were examined in children with and without a diagnosis of SoAD anywhere in the
diagnostic proﬁle and similar results emerged (See Supplementary information).
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(4,N¼ 828)¼ 16.61, p< .01, and at follow-up c2 (4,N¼ 828)¼ 11.17,
p < .05 (See Fig. 2). At post treatment, the standardised residuals
were signiﬁcant for children remitting with SoAD
(Remission: 2.7) indicating that SoAD leads to poorer remission
rates. At follow-up, the standardised residuals were signiﬁcant for
children remitting with SoAD (Remission: 2.2) indicating that
SoAD leads to poorer remission rates. After controlling for age and
comorbid mood disorders, primary anxiety disorder did not predict
remission of all anxiety diagnoses at post, B ¼ .06, SE ¼ .07, p > .05,
or at follow-up, B ¼ .06, SE ¼ .07, p > .05.
2.5. Primary diagnostic severity
There was a signiﬁcant interaction between time and diagnosis
on diagnostic severity (see Table 3). A signiﬁcant difference in the
slope (that is, the rate of change) between the diagnostic groups
from pre to post and pre to follow-up showed that children with
SoAD demonstrated less change in severity of their primary diag-
nosis over time than children with GAD (pre to post, t(1642) ¼ 7.17,
p < .001; pre to follow-up, t(1642) ¼ 6.57, p < .001), SAD (pre to
post, t(1642) ¼ 4.84, p < .001; pre to follow-up, t(1642) ¼ 5.42,
p < .001), SPEC (pre to post, t(1642) ¼ 5.10, p < .001; pre to follow-
up, t(1642) ¼ 6.57, p < .001), and OCD (pre to post, t(1642) ¼ 5.87,
p < .001; pre to follow-up, t(1642) ¼ 4.39, p < .001). Further follow-
up comparisons revealed that there were also slope differences
from pre to post treatment indicating that children with OCD
showedmore rapid change in severity over time than childrenwith
GAD, t(1643) ¼ 2.04, p ¼ .04, and SAD, t(1642) ¼ 2.17, p ¼ .03.
The same effects were also observed when controlling for age and
comorbid mood.
2.6. Child-reported anxiety symptoms
There was a signiﬁcant main effect for time but no signiﬁcant
main effect for diagnosis and no signiﬁcant interaction between
time and diagnosis on child reported symptoms (see Table 3). All
children reported a signiﬁcant reduction in symptoms over time
from pre to post, t(1588) ¼ 10.32, p < .001, and pre to follow-up
t(1586) ¼ 8.54, p < .001. After controlling for age and mood, a sig-
niﬁcant diagnosis main effect emerged (See Table 3). Follow-up
comparisons revealed that children with SAD reported higher
symptoms than children with SoAD, GAD and OCD (p < .05).
2.7. Mother-reported anxiety symptoms
There was a signiﬁcant main effect of time and diagnosis onFig. 2. Proportion of children no longer meeting criteria for all anxiety diagnosis at
post and follow-up in the intent to treat sample across different primary anxiety
diagnoses.mother-reported anxiety symptoms (see Table 3). The interaction
between time and diagnosis approached signiﬁcance (p ¼ .056). A
signiﬁcant difference in the slopes (that is, the rate of change) be-
tween diagnostic groups from pre to post and pre to follow-up was
observed showing that children with a primary diagnosis of SoAD
demonstrated slower change in mother reported anxiety symp-
toms over time than children with GAD (pre to post, t(1613) ¼ 2.81,
p < .01; pre to follow-up, t(1613) ¼ 2.94, p < .01), and SAD (pre to
post, t(1614) ¼ 2.59, p < .01; pre to follow-up, t(1614) ¼ 2.13,
p < .05). No signiﬁcant slope differences between diagnoses were
observed between children with SoAD and children with either
OCD or SPEC. No slope differences were observed between the post
and follow-up period. The same effects were also observed when
controlling for age and comorbid mood.
3. Discussion
This study made use of a large combined sample to examine the
impact of type of anxiety diagnosis on response to group-based
family CBT for child anxiety disorders. According to both diag-
nostic data andmaternal-reported symptom data, the presence of a
diagnosis of social anxiety disorder at pre-treatment led to a
signiﬁcantly slower rate of change and poorer diagnostic outcomes
at post treatment and follow-up than children with other anxiety
disorders. Importantly, these results were mostly retained after
controlling for the child's age and the presence of comorbid
depression. This ﬁnding was not supported by child-reported
symptom data. When social anxiety disorder occurs anywhere in
the diagnostic proﬁle, a similar pattern of poorer outcome emerges
in data collected by diagnostic interview (diagnostic data and
clinical severity).
In contrast, children with a primary diagnosis of generalised
anxiety disorder at pre-treatment were more likely to experience
remission of their primary diagnosis immediately following treat-
ment and, compared to social anxiety disorder, showed a greater
reduction in diagnostic severity and mother-reported symptoms at
both post treatment and follow-up. When the effects of a primary
diagnosis of generalised anxiety disorder were assessed by changes
in child reported symptom reports, this pattern was not supported.
Childrenwith a primary diagnosis of obsessive compulsive disorder
showed better outcome on clinician-rated diagnostic severity
compared to children with social, separation and generalised anx-
iety disorders at post treatment, and social anxiety at follow-up.
Primary obsessive compulsive disorder did not differentiate
outcome according to diagnostic remission and child or mother-
reported symptom change.
The poorer response to broad-based CBT for childrenwith social
anxiety disorder support and extend results found in previous child
studies (Crawley et al., 2008; Ginsburg et al., 2011) and within the
adult literature (Hofmann & Smits, 2008; Norton & Price, 2007).
While the results from previous studies may have been confounded
by comorbid mood disorders and low power, our ﬁndings
demonstrate the impact of social anxiety over and above any in-
ﬂuence from age or comorbid depression. There are a number of
possible explanations why children with SoAD respond less
favourably to broad-based CBT than children with other anxiety
disorders. First it is possible that the group nature of the treatment
delivery is more aversive for children with social anxiety disorder.
Although this may contribute to reduced efﬁcacy for this subsam-
ple, it is unlikely to provide a comprehensive explanation of the
ﬁndings, given poorer outcomes have also been demonstrated in
studies delivering individual therapy (Ginsburg et al., 2011). Sec-
ond, the long standing nature of the diagnosis may also impact on
responsiveness to change; childrenwith SoAD often report shy and
inhibited behaviours since infancy (Essex, Klein, Slattery,
Table 3
Estimated marginal means and standard errors across pre, post and follow-up for children across primary diagnoses.
Measure Pre Post Follow-up F
M (SE) M (SE) M (SE)
Primary diagnostic severity (CSR)
SoAD 6.53 (.13) 4.88 (.13) 4.46 (.13) Time F(2, 1642) ¼ 716.03**
GAD 6.46 (.08) 3.59 (.08) 3.27 (.08) Diagnosis F(4, 821) ¼ 14.96**
SAD 6.49 (.16) 3.73 (.16) 3.18 (.16) TimeDiagnosis F(8, 1642) ¼ 10.44**
SPEC 6.81 (.23) 3.67 (.23) 3.46 (.23)
OCD 6.53 (.25) 3.06 (.25) 3.02 (.25)
Child-reported anxiety symptoms (SCAS)
SoAD 32.58 (1.26) 24.05 (1.25) 22.27 (1.25)
GAD 34.22 (.81) 24.97 (.81) 22.08 (.81) Time F(2, 1586) ¼ 162.84**
SAD 37.46 (1.57) 27.93 (1.57) 25.09 (1.56) Diagnosis F(4, 806) ¼ 1.43a
SPEC 33.44 (2.24) 22.31 (2.23) 21.73 (2.23) TimeDiagnosis F(8, 1587) ¼ 1.49
OCD 31.50 (2.41) 26.54 (2.38) 24.81 (2.38)
Mother-reported anxiety symptoms (SCAS)
SoAD 34.10 (1.58) 25.96 (1.57) 24.03 (1.57)
GAD 36.06 (1.33) 24.99 (1.33) 22.91 (1.33) Time F(2, 1613) ¼ 290.25**
SAD 41.70 (1.79) 30.58 (1.79) 28.00 (1.78) Diagnosis F(4, 810) ¼ 3.14*
SPEC 34.42 (2.25) 25.77 (2.25) 23.61 (2.25) TimeDiagnosis F (8, 1613) ¼ 1.90þ
OCD 38.80 (2.38) 27.91 (2.38) 24.59 (2.38)
Note. CSR¼ Clinician severity rating. SoAD¼ Social Anxiety Disorder. GAD¼ Generalised Anxiety Disorder. SAD¼ Separation Anxiety Disorder. SPEC¼ Speciﬁc Phobia. OCD¼
Obsessive Compulsive Disorder. SCAS ¼ Spence Children's Anxiety Scale.
þp < .10*, p < .05, **p < .01.
a When the covariates are included in this analysis the diagnosis main effect becomes signiﬁcant, F(4,792) ¼ 2.50, p ¼ .04.
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change. A longer treatment program may be required to enhance
outcomes for socially anxious children. Children who have been
inhibited from infancy may require a longer treatment program
with a greater number of sessions devoted to gradual exposure
than was examined in the current treatment protocol. Importantly,
in this study, wewere able to examine whether childrenwith social
anxiety simply required more time to develop the skills learned in
the program. This was not the case. Even 3e12 months after the
program, children with social anxiety were doing worse than
children with other anxiety diagnoses, suggesting that just allow-
ing these children more time to practice their skills is not sufﬁcient.
Another possibility is that the presence of social anxiety may
result in more challenging conditions for the development of a
strong therapeutic relationship between the child and therapist
(e.g., less disclosure, less eye contact, heightened anxiety meeting a
strangere the therapist). There is some evidence that childrenwith
social anxiety are less liked than other children (Barrow, Baker, &
Hudson, 2011; Verduin & Kendall, 2008) and this lower liking
may impact on the development of a therapeutic bond. As a posi-
tive therapeutic relationship is related to a more positive response
to CBT (Hudson, Kendall, et al., 2014), it is possible that lower
therapeutic alliance may explain the current ﬁndings.
Impaired interpersonal interactions may also impact on the
successful execution of exposure tasks for children with social
anxiety. When socially anxious children conduct exposure tasks
they may be more likely to experience negative feedback from
others due to their self-focussed attention, use of safety behaviours
(e.g., averted eye contact) or a history of victimisation. Thus rather
than learning that the feared expectation is unfounded, the expo-
sure may lead to a strengthening of the fear belief (e.g., ‘people
don't like me’, or ‘people will think I am stupid.’) Hence a consistent
and speciﬁc focus within treatment on reducing self-focussed
attention during social interactions and reducing the use of safety
behaviours may increase the efﬁcacy of interventions for children
with social anxiety disorder (Rapee, Gaston, & Abbott, 2009).
Another related possible explanation is that it may simply be
harder to achieve disconﬁrmation of fear expectancies in social
situations. For example, if a child talks to a group of peers, it is not
clear afterwards whether they liked or disliked them. The negativeinterpretation biases shown by young people with social anxiety
would contribute to this difﬁculty (Vassilopoulos & Banerjee,
2008). Evidence from the adult literature has shown that speciﬁc
additions to broad, general CBT, that address these particular
characteristics, enhance effects for adults with social anxiety
(Rapee, Gaston, et al., 2009). If this is the case, then treatment that
includes speciﬁc strategies to help disconﬁrm beliefs would be
essential.
The ﬁndings from this study provide clear evidence that chil-
dren with social anxiety disorder have poorer outcomes following
family group treatment for broad-based anxiety disorders. There is
some evidence from a recent meta analysis (Reynolds, Wilson,
Austin, & Hooper, 2012) that, based on child-report, disorder spe-
ciﬁc treatments show stronger effect sizes for child anxiety,
although the different outcome measures make this a difﬁcult
comparison. Perhaps the broad and general program examined
here may not adequately address the speciﬁc characteristics asso-
ciated with social anxiety (Clark &Wells, 1995; Rapee & Heimberg,
1997). Hence, a more tailored program that helps children to
disconﬁrm their negative social expectations may increase the ef-
ﬁcacy of CBT for socially anxious children. Such strategies may
include adequately equipping children with social skills prior to
exposure, increasing their attentional focus to the “task at hand”,
and providing veridical feedback about the existence of negative
evaluation. In line with this, a recent Norwegian study utilising a
clinical sample of adolescents with social anxiety disorder
demonstrated that a disorder-speciﬁc treatment targeting the
cognitive elements of social anxiety demonstrated enhanced out-
comes in comparison to the Coping Cat, a program designed to be
transdiagnostic (Ingul, Aune, & Nordahl, 2013). The enhanced
beneﬁts of an alternative or supplementary treatment have yet to
be empirically examined in pre-adolescent children with social
anxiety disorder.
In contrast to the poorer response shown by childrenwith social
anxiety, there was evidence that children with generalised anxiety
showed a better response to treatment than children with other
anxiety disorders. This result is consistent with a small indication
from previous research (Manassis et al., 2002). It was also especially
interesting to note that children with OCD did not do worse than
childrenwith anxiety disorders andon at least onemeasure, showed
J.L. Hudson et al. / Behaviour Research and Therapy 72 (2015) 30e3736especially strong improvements. Reasons for the better response
among children with GAD and perhaps OCD are not clear, but they
are particularly notable givenwidespread clinical perspectives of the
difﬁculty in treating these disorders. The consistent improvement
among childrenwith OCD is also notable given the recent changes in
the DSM-5 that separated OCD from the anxiety disorders. Clearly,
children with OCD respond very well to the general treatment
components that inﬂuence children with anxiety disorders.
Although treatment response does not indicate cause, and although
there may be other factors that discriminate OCD from the anxiety
disorders, this study provides at least some evidence demonstrating
the marked similarity and overlap between these disorders.
The results of this study have important implications for
transdiagnostic treatments (Ehrenreich-May & Chu, 2013). Our
current ﬁndings provide preliminary support for the notion that
while broad-based or transdiagnostic ‘group’ approaches appear to
work for disorders like GAD, SAD, OCD, and Speciﬁc Phobia, such an
approach is leading to less satisfactory outcomes for children with
either a primary or comorbid social anxiety disorder. Randomised
clinical trials comparing disorder-speciﬁc versus transdiagnostic
approaches are necessary. Although some research has already
indicated that transdiagnostic approaches to adult anxiety result in
comparable efﬁcacy to disorder-speciﬁc approaches (Norton &
Barrera, 2012), there are also clear indications from studies with
adolescents and adults that enhanced treatments designed specif-
ically to target cognitive features of social anxiety disorder lead to
better outcomes for individuals with social anxiety disorder (Clark
et al., 2006; Ingul et al., 2013; Rapee, Gaston, et al., 2009).
The study has a number of notable strengths and limitations.
This is the largest study to examine whether treatment outcomes
vary between the speciﬁc anxiety disorders following family group
treatment for broad-based anxiety disorders. The inclusion of both
end point diagnoses as well as change trajectories and post and
follow-up assessments allows for a comprehensive examination of
response to CBT. The inclusion of several trials from the same centre
using the same treatment protocol and procedures is also a sig-
niﬁcant strength as it leads to less inconsistency than multi-site
studies although it may lead to results that are protocol speciﬁc.
The combination of research trials resulted in some minor varia-
tions in protocols such as duration of follow-up period and session
numbers that weaken the design. Another limitation of our study is
that the majority of children had a primary diagnosis of SAD, SoAD
or GAD with fewer children diagnosed with primary OCD (5.8%;
n ¼ 49) and Speciﬁc Phobia (6.8%; n ¼ 57). Further, although our
diagnostic assessments focused on the severity of speciﬁc disor-
ders, we did not include disorder speciﬁc questionnaire measures
such as the Children's Yale-Brown Obsessive Compulsive Scale (CY-
BOCS; (Scahill et al., 1997) or the Social Phobia Anxiety Inventory
for Children (SPAI-C; (Beidel, Turner, & Morris, 1995) and thus our
questionnaire assessments may be likely to capture generalised
improvement in anxiety. Finally, the sample represents predomi-
nantly white middle class Australian families, thus limiting gen-
eralisability outside this sample.
In summary, the ﬁndings of this study show that childrenwith a
diagnosis of social anxiety do not respond to broad-based CBT as
favourably as children with other anxiety diagnoses. Although
some possible explanations have been offered here, it is imperative
that we empirically examine why children with social anxiety
disorder demonstrate differential response to CBT. On the other
hand, children with GAD showed better response to this broad-
based intervention and children with OCD showed better
response on one measure. The results provide preliminary support
for the use of transdiagnostic approaches in the treatment of dis-
orders like GAD, SAD, OCD, and Speciﬁc Phobia. Randomised clin-
ical trials comparing transdiagnostic versus disorder speciﬁctreatments are required, as are empirical investigations assessing
whether the length of therapy, or the method of therapy delivery
(individual or group) alter the outcomes for children with social
anxiety. Given preliminary evidence that treatments tailored spe-
ciﬁcally for childrenwith social anxiety disorder improve outcomes
(Reynolds et al., 2012), this seems like a sensible next step. Incor-
porating treatment components that have proven beneﬁcial for
adults with social anxiety disorder, such as video feedback and
attention training, may also improve CBT response for childrenwith
social anxiety.
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